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When I was new to the OR, I found it difficult to understand what everyone was saying because they wore masks and I could not see their lips moving. After a few weeks, I did not notice that anymore. I had adapted to my environment and developed "OR ears." I also remember circulating for a cardiac surgeon who requested specific staff members in his room based on their ability to read his nonverbal gestures and understand his requests. When he wanted the lights turned off, he would move his head up for two seconds. When he wanted the lights back on, he would move his head toward the door. As I reflect on that experience now, it seems odd that he did not just verbalize his requests. However, my goal was to expedite the care of the patient, so if I needed to learn this surgeon's unique sign language, that is what I was determined to do. Every critical piece of communication can keep us from unintended consequences like wrong-site surgery or a retained surgical item. 2 
SAFETY EMBEDDED IN PATIENT CARE
Communication protocols should be embedded in each step of the patient's care. In the holding room, the nurse and anesthesia provider should preview the chart with the patient and verify the correct side, site, and procedure. Team members should check the patient's armband and use two identifiers to verify the patient's identity every time there is a patient hand over. The surgeon should mark the surgical site using a method consistent with the facility's policy that everyone can understand. Everyone on the team following the safety protocols helps to ensure the patient's safety.
The work of a highly functioning team will result in fewer errors. 3 For years, I participated on a team that specialized in the removal of skull-based tumors. I was often amazed at the ease with which we were able to perform these complicated, lengthy surgeries. Every person on the team was highly trained and skilled and knew exactly what needed to be done and when. There were no overlapping or wasted steps and the team performed like a well-oiled machine. In contrast, when a team is not familiar with the procedure or surgeon, the struggle is often obvious. This occurs when communication is especially critical, particularly between more experienced and novice team members. In Malcom Gladwell's book Blink: The Power of Thinking Without Thinking, he discusses the value of highly experienced experts in their field, who often instinctively feel when there may be something wrong. 4 This makes a strong case for having experts in perioperative services and listening to them when they speak up or feel something is not quite right.
SPEAKING UP FOR SAFETY
Speaking up is the raising of concerns by health care professionals for the sake of patient safety concerns when Unfortunately, health care professionals may not speak up when they know something is wrong. Nurses have reported fear of a negative response, retaliation, being reprimanded, and appearing incompetent as reasons for not speaking up. Nurses also have reported that they do not feel that anything will change as a result of their intervention. 5 This is such an unfortunate circumstance. The caregiver who could have spoken up and did not will have to live with that knowledge, and this can lead to added stress and depression regarding his or her work. As nurses, we are the patients' advocates and must overcome the inhibitions that might keep us from verbalizing our concerns.
COMMUNICATION TOOLS
Because of the complexity of the health care environment, it is necessary to have standardized tools to assist in effective communication. The Institute for Healthcare Improvement recommends using the SBAR (SituationBackground-Assessment-Recommendation) technique 6 as a framework for communication between members of the health care team regarding the patient's condition. The acronym SBAR is easy to remember and useful to ensuring that nothing essential is missed, especially during critical communications. Many facilities have instituted this method for communication and have found it to be successful in helping to maintain a culture of safety for their patients.
The Agency for Healthcare Research and Quality, in conjunction with the Department of Defense, developed TeamSTEPPS to enhance performance and patient safety, and this technique is helpful for health care providers. With TeamSTEPPS, a specific communication strategy designed to enhance information exchange during transitions in care is emphasized, called "I PASS the BATON," which stands for Introduction, Patient, Assessment, Situation, Safety, Background, Actions, Timing, Ownership, and Next. By using this formal structure for framing communications, team members can be assured that they have covered all the most important information and organized their thoughts in a way that will be easy for colleagues to follow. 
CONCLUSION
The perioperative environment is highly complex. Effective and clear communication is needed to express our concerns and share the status of our patients. Using tools like the ones developed by the Institute for Healthcare Improvement, the Agency for Healthcare Research and Quality, and AORN provide the framework needed to ensure our communication is complete and structured in a way that is organized and easy for others to follow. To practice good communication, everyone in the department has to be willing to speak up when the need arises. Leaders must remove barriers to this practice and make it a safe environment for communications to take place.
It is easy to get caught up in the fast pace of the OR when every minute is being measured. However, a wise anesthesiologist once told me that there is a tipping point between safety and efficiency. Safety should always be the winner of that battle. If it takes a full 10 minutes to look over a patient's chart and history, then that is how long it takes. Listening to your internal cues and stopping when something does not seem right will often prevent an unintended consequence. As you reflect on your career and remember situations in which communication was difficult, I hope that you have a renewed sense of determination to not allow those situations to repeat themselves and to make use of effective communication tools that are available. When we use effective communication skills in an environment conducive to speaking up, patient safety prevails.
